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December 20121818 Abstractsartery. The two stent grafts were aligned in the innominate artery using a
sandwich technique to obtain a proximal seal zone. An additional 8-mm 
10-cm stent graft (Viabahn) was placed from the right brachial approach to
obtain a distal landing zone in the axillary artery.
Results: A completion angiogram revealed successful exclusion of the
subclavian artery aneurysm and arteriovenous fistula (Fig 2). The brachial
artery was repaired using a cephalic vein patch. The femoral artery was
repaired primarily. The patient tolerated the procedure well, with no com-
plications. The neck swelling resolved. He was extubated on postoperative
day 1. He had an uneventful hospital course and was discharged in stable
condition on postoperative day 5.
Conclusions: This is a case a ruptured subclavian artery aneurysm in a
patient with type IV Ehlers-Danlos syndrome who had a prohibitively high
risk for open surgical repair. Lack of a proximal landing zone necessitated
endovascular repair using a sandwich technique. The fragility of access
vessels in this patient population may require patch repair. Use of this
technique may be a suitable alternative to open repair in high-risk patients.
Urgent Fenestrated Endovascular Aortic Aneurysm Repair (FEVAR)
for a Contained Rupture of a Juxtarenal Pseudoaneurysm Secondary to
Transrenal Stent Fracture
Martyn Knowles, Gregory A. Stanley, M. Shadman Baig, R. James Valen-
tine, Carlos H. Timaran. University of Texas Southwestern, Dallas, Tex
Introduction: Fenestrated endovascular aneurysm repair (FEVAR)
may be an alternative in patients unfit for open repair and with morphology
not suitable to conventional endovascular repair. We report a contained
rupture of a juxtarenal pseudoaneurysm secondary to a posteriorly displaced
transrenal fractured stent of a Renu device used for endovascular repair of a
migrated AneuRx device.
Methods: A 71-year-old man presented with a tender pulsatile abdom-
inal mass. He had initially undergone an EVARwith an AneuRx (Medtronic,
Minneapolis, Minn) endograft with subsequent migration. A Zenith Renu
Fig 1.
Fig 2.aortouniiliac (AUI) device (Cook Medical Inc, Bloomington, Ind) and
femoral–femoral crossover bypass were performed 9 years later for endovas-
a
aular repair of the displaced endograft (Fig 1, A). Now, 3 years later, the
atient presented with hypotension and tender, pulsatile abdominal mass. A
omputed tomography angiogram revealed a contained rupture of a juxtare-
al pseudoaneurysm that appeared to originate in a posteriorly displaced
racture of the transrenal stent of the Renu device (Fig 1, B-D). In addition,
ultiple liver and lung lesions were detected concerning for malignancy.
igh left brachial and right percutaneous femoral accesses were obtained. A
ook TX2 cuff (Cook Medical Inc) was customized with a scallop for the
eliac and superior mesenteric arteries and small fenestrations for each renal
rtery. The renal fenestrations were prewired to be cannulated through
rachial access. Sequential endograft deployment and catheterization of the
enal arteries was performed. Despite one of the renal arteries crossing
hrough the bare stent of the Renu device, catheterization and stenting using
-mm  22-mm iCAST (Atrium, Hudson, NH) stents was performed
ithout difficulty (Fig 2,A). A converter was placed distally and carried into
he iliac limb.
ig 1. A, A 3D reconstruction shows the slipped AneuRx endograft with
roximal Renu AUI and femoral–femoral crossover. B, Axial imaging shows a
osterior contained ruptured pseudoaneurysm and stent fracture. C, 3D imag-
ng shows the posteriorly displaced transrenal stent fracture and associated
seudoaneurysm. D, Fluoroscopy shows strut fracture of the transrenal stent.
ig 2. A, Fluoroscopy showing catheter access into the bilateral renal
rteries, crossing through the transrenal stent on the left. B, Completion
ngiogram with successful scallop for the celiac and SMA, and bilateral renal
rtery stent placement.
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Volume 56, Number 6 Abstracts 1819Results: A completion angiogram showed complete exclusion of the
ruptured pseudoaneurysm and no evidence of endoleak (Fig 2, B). The
patient was hemodynamically stable and asymptomatic after repair, with
complete resolution of abdominal pain.
Conclusions: FEVAR is a useful treatment modality for urgent aortic
pathology not amenable to EVAR or open repair.
Endovascular Repair of Blunt Popliteal Artery Injury via Retrograde
Tibial Access
Jeff Luh, Lori Choi, Charlie C. Cheng, Z Faisal Cheema, Michael B. Silva,
Jr. University of Texas Medical Branch, Galveston, Tex
Introduction: Popliteal artery injuries from posterior knee dislocations
are associated with limb-threatening ischemia and amputation. Endovascu-
lar approaches to trauma surgery are gaining increased acceptance, especially
for solid-organ injury and aortic transections. We present a case of posterior
knee dislocation with popliteal artery transection resulting in a pulseless
extremity, in which revascularization was accomplished via a retrograde
approach from percutaneous, ipsilateral posterior tibial artery access.
Methods: A 34-year-old man presented after fall from the bed of his
truck. He complained of sharp pain to the posterior right knee and coldness
of the calf and foot. Physical examination revealed an obese man (body mass
index, 53 kg/m2) in mild distress. His Glasgow Coma Scale was normal and
he was hemodynamically stable. His right popliteal region was ecchymotic,
swollen, and tender with decreased range of motion of the knee. The calf and
foot were cold with preservedmotor and sensory function. Popliteal, dorsalis
pedis, and posterior tibial artery pulses were not palpable, and Doppler
signals could not be obtained. The patient was taken to the hybrid endovas-
cular operating room within 1 hour of initial presentation for revasculariza-
tion and placement of external fixator device. Via contralateral common
femoral artery access, selective arteriography was performed of the right
superficial femoral artery. Thrombosis of the above knee popliteal artery,
with reconstitution of the below-knee popliteal artery, was seen (Fig 1).
Attempts to cross the lesion from this antegrade approach resulted in
perforation. Under ultrasound guidance, a 2.6F sheath was placed in the
posterior tibial artery at the level of the ankle. A wire was successfully passed
from this access, through the occlusion and out the contralateral femoral
artery access. A 6 millimeter diameter by 15 centimeter length covered stent
graft was deployed across the lesion (Fig 2). Completion arteriogram
demonstrated restoration of prograde flow without extravasation or embo-
lization.
Results: Distal pulses were palpable at the completion of the case.
Motor and sensory function remained intact postoperatively, and patient did
not require fasciotomy. Plasma creatinine remained within normal limits.
Estimated blood loss from these procedures was 80 mL. He was transferred
out of the intensive care unit on postoperative day 1 and discharged on day
4 on clopidogrel. At the 3-month follow-up, he remained in good condition
with palpable distal pulses.
Conclusions: Endovascular intervention has the potential to lower
blood loss, reduce surgical morbidity, and shorten procedure and recovery
times from vascular trauma. Use of covered stents and filter wires with
anterograde and retrograde access techniques can provide novel ways to
manage popliteal artery injuries. Further investigation with long-term fol-
low-up will be useful in determining the effectiveness and durability of these
repairs.Fig 1.omplex Endovascular Perirenal Aortic Aneurysm Repair Preserving
erfusion to a Horseshoe Kidney
ane K. Yang, Lee J. Goldstein, Jorge Rey, Omaida C. Velazquez. Univer-
ity of Miami, Miller School of Medicine, Miami, Fla
Introduction: Improvements in endovascular technology have allowed a
arger range of abdominal aortic aneurysms (AAA) to be treated with endovas-
ular approaches, but horseshoe kidneys continue to present challenging anat-
my for even open surgical repairs. Additionally, it has been clearly demon-
trated that renal failure after abdominal aneurysm repair increased
ostoperative mortality. This report describes a case of an elderly man with
ignificant comorbidities and a perirenal horseshoe kidneywhoseAAAwas success-
ully treated with a complex endovascular repair to preserve renal function.
Methods: An 83-year-old man with a history of severe emphysema and
ypertension presented with a symptomatic 7.1-cm AAA and acute renal
nsufficiency. A computed tomography additionally demonstrated a 6.4-cm
ight iliac artery aneurysm, a 2.6-cm left common femoral artery aneurysm,
nd a horseshoe kidney, with his left renal artery origin proximal to the
Fig 2.Fig.
